This multivariate study examined the relationship between meaning in caregiving -positive beliefs about the caregiving situation and the self as caregiver -and the psychological well-being of 131 informal caregivers to community-residing frail elders. Measures of well-being included depression, self-esteem, mastery, role captivity, and loss of self. Meaning in caregiving explained a significant portion of the differences in depression and self-esteem scores even after demographic and stressor variables had been controlled. Meaning was not related to mastery, role captivity, or loss of self. The conceptual parameters of meaning in caregiving are discussed, as are directions for future research.
It is frequently observed that researchers on aging have a fascination with the experiences of informal caregivers -those who provide care in the community for ill or disabled elders (George, 1990; Cubrium, 1991; Lawton, Moss, Kleban, Glicksman, & Rovine, 1991; Pearlin, Mullan, Semple, & Skaff, 1990; Zarit, 1989) . Much of what we know about these people comes from a caregiver stress research framework, which grew out of the more general stress and coping paradigm characterized by the work of Lazarus and Folkman (1984) and others. Generally, the stress process model is concerned with the ongoing process of caregiver stress, the interrelationships among variables associated with stress, and the factors that mediate the relationship between stress and caregiver outcomes (Haley, Levine, Brown, & Bartolucci, 1987) . Increasingly, though, there is recognition that these models tend to over-rely on coping strategies and social support and tend to pay less attention to other resources that may help explain individual differences in reactions to caregiving (Hooker, Monahan, Shifren, & Hutchinson, 1992; Levesque, Cossette, &Laurin, 1995) .
One resource that may help explain why some caregivers fare better than others is a construct known as meaning in caregiving, defined by Giuliano, Mitchell, Clark, Harlow, and Rosenbloom (1990) as "positive beliefs one holds about one's self and one's caregiving experience such that some benefits or gainful outcomes are construed from it" (p: 2). The present study examines the association between meaning in caregiving and the psychological well-being of informal caregivers and does so within the stress process model of Pearlin and colleagues (1990) . It is anticipated that the ability to frame caregiving as meaningful and positive will explain significant variation in well-being among caregivers even after contextual and stressor variables have been controlled.
The potential importance of meaning in caregiving to the stress process of caregivers is suggested by several different areas of research. The first of these is literature connecting a more generalized form of meaning with various aspects of psychological well-being. Meaning (or "meaning in life") has been construed as "making sense, order, or coherence out of one's existence" (Reker, Peacock, & Wong, 1987, p. 44) . In a review of several studies examining its relationship with well-being, Zika and Chamberlain (1992) reported that "meaning in life is consistently related to positive mental health outcomes, while meaninglessness is associated with pathological outcomes" (p. 135). This general meaning construct is an important focus in gerontological work (Luborsky, 1993; Ryff, 1989) , especially as it relates to successful aging and adaptation to the later years. In other areas, for example mainstream psychology, meaning has received fairly scant attention (Reker et al., 1987) , largely because of its conceptual "fuzziness" and its being deemed more relevant to humanistic, philosophical, and spiritual modes of inquiry (Carlsen, 1988) . And although this general sense of meaning in life is certainly distinct from the more specific configuration explored in the present study, it is likely that one's attempts to find meaning and positive value in certain life conditions or experiences (such as caregiving) are partand-parcel of this larger quest for meaning. This connection is especially evident in research depict-ing the importance of finding positive value and meaning in stressful and traumatic life events (Taylor, 1983; Thompson, 1985) .
It is acknowledged that it seems almost selfevident that meaning -either as a general construct or the more specific form examined herewould be conceptually and empirically related to well-being. However, a review of the literature shows that this relationship is less obvious or straightforward than one might imagine. First, several researchers have found different aspects or dimensions of meaning to be differentially related to various mental health outcomes (e.g., Reker et al. 1987; Zika & Chamberlain, 1992) . Second, Ryff (1989) has suggested that the challenges associated with gaining meaning and purpose in life might well be at odds with short-term happiness, which is the focus of much well-being research. Further, Luborsky (1993) has criticized researchers for romanticizing meaning as a "well-spring sustaining positive adaptations and functioning in later life" (p. 445), and although this critique is meant for gerontological research in general and what he calls the "life history enterprise," it is relevant for caregiving researchers who may be tempted to make unwarranted leaps from meaning to well-being.
Another driving force for the present study comes from the caregiving literature, in particular those studies that have incorporated constructs kindred to meaning. For example, Quayhagen and Quayhagen (cited in Kramer & Vitaliano, 1994) examined "existential growth" or cognitive restructuring activities. Stephens, Norris, Kinney, Ritchie, and Crotz (1988) found that caregivers who utilized the coping mechanism of positive reappraisal ("redefining an event to derive inspiration or personal growth") reported higher levels of positive affect. Unfortunately, measures of these constructs tend to be more global and unreflective of the specificities and complexities of caregiving.
The caregiving literature also contains several qualitative studies exploring the meaning of caregiving, yet the term is typically used in a more broad phenomenological sense, depicting what caregiving "means" to the person doing it. As such, the term has been attached to a variety of issues involved in informal caregiving: the motivation for becoming or remaining a caregiver; how one describes one's caregiving; the impacts of caregiving; the appraisal of how burdensome it is; the efforts to make sense out of one's experience; the meaning-making categories utilized; and specific positive aspects that may emerge from these attempts. It is not surprising, then, that qualitative researchers tend to describe meaning in thematic or categorical terms (Archer & MacLean, 1993; Caffrey, 1992; Farran, Keane-Hagerty, Salloway, Kupferer, & Wilken, 1991; Guberman, Maheu, & Maille, 1992; Gubrium, 1988; Hasselkus, 1988; Noonan, Tennstedt, & Rebelsky, 1996; Rubinstein, 1989) .
While this qualitative work has suggested a connection between meaning and well-being, it does not establish the extent to which finding meaning in one's caregiving relates to different aspects of psychological well-being. Important preliminary work attempting to quantify this association has been conducted by Giuliano et al. (1990) via their 25-item Meaning in Caregiving Scale (MIC). Through administration of the MIC to 166 informal caregivers to mentally ill adults, they identified 3 distinct dimensions of caregiver meaning: Reordering Priorities, Relationship Fidelity (a sense of feeling useful and needed), and Transcendent Beliefs (a connection to values or religious beliefs). They found that each of these subscales enjoyed significant but low/moderate associations with indices of well-being including self-esteem, life satisfaction, and depression, suggesting that meaning is connected to well-being but not merely a proxy for such.
The Two Faces of Meaning
In reviewing the literature on either the general or specific configurations of the meaning construct, it is fascinating to observe the appearance of two "faces" of meaning. As we noted with regard to qualitative research on caregiving (Noonan et al., 1996) , researchers have described either a cognitive dimension of meaning (e.g., the beliefs one holds about one's experience) or an emotional dimension (e.g., the satisfaction one finds with the role and with its benefits and rewards). These two categories may also be seen as 2 different dynamics operating -searching for meaning and finding meaning. In a more general vein, Reker et al. (1987) distinguished between the desire to find meaning in life and the perception of meaning and purpose in life, and Carlsen (1988) referred to the "intertwined" emotional and cognitive components, which she called "meaning" and "meaning-making." At the qualitative level of analysis, these two "faces" are difficult to tease apart for research purposes (Noonan et al., 1996) , yet findings from the Giuliano et al. (1990) study suggest it is possible and instructive to do so on a more quantitative level. In particular, they found that meaning-making (as measured by the "positive reappraisal" subscale of Lazarus and Folkman's Ways of Coping Checklist) was positively associated with a sense of having found meaning (as measured by their MIC Scale), yet the magnitude of the association indicated that the two aspects are distinct enough to warrant their treatment as separate entities.
The Present Study
The present study builds upon the preliminary work of Giuliano et al. (1990) by using a sample of caregivers linked to a random sample of community-residing frail elders; further examining the nature and level of association between meaning and well-being; incorporating well-being outcomes specific to the caregiving situation in addition to more global measures; and examining meaning within an established stress process framework. Moreover, in recognition of the cognitive and emotional aspects of meaning described above, the study includes a measure of the sense of having found meaning (the MIC) in addition to the measure of the search for meaning from the original Pearlin model.
The conceptual framework for this study, as can be seen in Figure 1 , is incorporating variables representing each of the four domains of Pearlin et al.'s (1990) model of caregiver stress: the background and context within which the stress occurs, the actual stressors, mediators, and the outcomes of stress. Along with the incorporation of the meaning in caregiving construct, two other adjustments to the Pearlin model are noteworthy: the addition of caregiver employment as a potentially informative background/contextual variable (Scharlach, 1994; Skaff & Pearlin, 1992; Stephens, Franks, & Townsend, 1994; Tennstedt & Conyea, 1994) , and the classification of mediating variables as either coping resources or coping responses (Eckenrode, 1991) . Further, the treatment of self-esteem, mastery, loss of self, and role captivity as outcome variables is somewhat of a deviation from the Pearlin model in which they are called "secondary intrapsychic strains" and seen as a "final but crucial step in an antecedent process" (Pearlin et al., 1990, p. 588) . However, both models see role captivity and loss of self as actual consequences of caregiving and view self-esteem and mastery as more global aspects of personality that may be impacted by ongoing stress. While we agree with Pearlin and colleagues that these factors may actually precede the development of depressive symptoms [as in Lazarus and Folkman's (1984) distinction between short-term and long-term stress outcomes], we treat these as outcomes along with depression in order to examine in parallel fashion the association between meaning in caregiving and each of these possible psychological consequences of caregiving.
It is hypothesized that meaning in caregiving will explain significant variation in global caregiver wellbeing, as indicated by depressive symptoms, self-esteem, and mastery, and in role-specific well-being, as reflected in measures of role captivity and loss of self. More specifically, it is expected that caregiver meaning will be positively related to self-esteem and mastery and negatively related to depression, role captivity, and loss of self.
Methods

Participants and Procedure
This study involves analysis of data from Phase II of the Massachusetts Elder Health Project (MEHP), a longitudinal study conducted between 1984-95. Local census lists from cities and towns in Eastern Massachusetts were used to generate a geographically stratified representative sample of 5,855 people aged 70 and over (Tennstedt, Crawford, & McKinlay, 1993) . Of this sample, 4,767 were determined eligible for inclusion in the study. At each of 8 waves, surviving elder respondents were screened for functional disability using the HRCA (Hebrew Rehabilitation Center for the Aged) Vulnerability Index (Morris, Sherwood, & Mor, 1984) . Respondents were considered disabled if they reported one or more of the following: (1) difficulty performing at least two instrumental activities of daily living (IADL tasks); (2) difficulty with one IADL task and either regular use of a walker, four-pronged cane, or wheelchair or incorrect reporting of year; or (3) any one area above and either difficulty with dressing, health limitation of normal activity, or restricted mobility outside the home. Those elders determined to be disabled were interviewed regarding their needs for assistance with daily living activities and the sources of this assistance. These elders were also asked to identify their primary informal caregivers, defined as the person from whom they received the most assistance. Interviews were then conducted with these caregivers. Waves 5-8 were conducted with the sample (n = 472) of all surviving elders determined disabled at wave 4 (n = 352) plus a group of 120 elders who had been non-disabled at wave 4 but were identified as newly disabled at wave 5. The present study involves data from 131 caregivers of surviving disabled elders, collected between August 1995 and January 1996 during the final follow-up (wave 8) of the MEHP. Data were collected via telephone interviews conducted by interviewers trained in general interview techniques and in interview techniques specific to the MEHP.
Measures
Dependent variables. -Depression was measured using a 5-item version of the Center for Epidemiologic Studies Depression Scale (CES-D) (Radloff, 1977) . Shorter versions of the scale have been shown to lose little in reliability (Shrout & Yager, 1989) and are preferred due to ease of administration. Caregivers were asked how frequently in the past week they: had felt depressed; enjoyed life (reversecoded); had crying spells; felt that people disliked them; and felt happy (reverse-coded). Responses were scored as: 1 = hardly ever/less than one day; 2 = occasionally/1-2 days; 3 = frequently/3-4 days; 4 = most of the time/5-7 days. The a-reliability for this administration of the scale was .75. Self-esteem was measured with the 6-item Self-Esteem Scale (Rosenberg, 1965 ) assessing the extent (1 = strongly disagree; 2 = disagree; 3 = agree; 4 = strongly agree) to which caregivers endorsed statements, for example, "I take a positive attitude toward myself" (alpha = .88). Mastery was tapped using a 7-item scale (alpha = .79) developed by Pearlin and Schooler (1978) . Caregivers were asked the extent to which they agreed or disagreed with statements regarding the control they had over life events, for example, "What happens to me in the future mostly depends on me" (1 = strongly disagree; 2 = disagree; 3 = agree; 4 = strongly agree). The role captivity scale (alpha = .89) asked caregivers how well (1 = not at all; 2 = just a little; 3 = somewhat; 4 = very much) three statements described their thoughts about caregiving, for example, "How much do you wish you were free to lead a life of your own?" (Pearlin et al., 1990) . The loss of self scale (alpha = .84) contained two items asking to what extent (1 = not at all; 2 = just a little; 3 = somewhat; 4 = completely) caregivers felt they had lost a sense of who they are and lost an important part of themselves through caregiving (Pearlin et al., 1990; Skaff & Pearlin, 1992) .
Independent variables. -Background/contextual variables included caregiver gender, elder gender, caregiver age, elder age, duration of caregiving, relationship of caregiver to elder, co-residence, number of informal caregivers, and caregiver employment status. Three additional caregiver variables were examined for descriptive purposes: race, household income, and years of school completed.
Five stressor variables were examined. The first two involved the extent of assistance needed by the elder in completing everyday activities. The extent of care provided by the caregiver was assessed by summing the "yes" responses to questions asking if assistance was provided in the previous month in eight distinct areas: personal care/bathing, housekeeping, meal preparation, banking and financial management, obtaining health and social services, shopping/errands, transportation, and medication/ dressing changes. The frequency of care was assessed by asking how many times in the previous month the caregiver provided each of these eight tasks (recorded as number of times a month). The elder's cognitive impairment was a dichotomous (yes/no) variable constructed from one of three sources. If possible, the elder's score on the Short Portable Mental Status Questionnaire (SPMSQ) (Pfeiffer, 1975) was used. If, however, an elder was unable to be interviewed, information from the proxy interview was used to construct the variable. Elders categorized as cognitively impaired, then, were those with four or more incorrect answers on the SPMSQ (although the cut-off was adjusted for different education levels); those who required a proxy interview for reasons of dementia or aphasia; or those who required a proxy interview for another reason and for whom caregivers reported frequent memory or confusion problems. Although a 10-item version of the SPMSQ is typically used, we eliminated three items in an attempt to reduce the response burden of elders in this extensive multiwave study. This abbreviated version was similar to the traditional SPMSQ in terms of the proportion of items representing the various domains (e.g., memory, orientation, serial mental operations). The frequency of problem behaviors was assessed by summing responses regarding how many days over the previous two weeks the elder had: wandered off or gotten lost; yelled, cursed, or verbally threatened people; hit, struck, or pushed others; done embarrassing things like disrobing, hiding objects, or rummaging through others' belongings; and accused others of stealing her/his belongings. Finally, in addition to these "objective" stressors, one "subjective" stressor was included. The caregiver's appraisal of overload or burden was measured by asking how descriptive (1 = not at all; 2 = somewhat; 3 = quite a bit; 4 = completely) four statements about overload were: "You are exhausted when you go to bed at night," "You have more things to do than you can handle/' "You don't have time just for yourself/' and "You work hard as a caregiver but never seem to make progress" (Pearlin et al v 1990) . The a-reliability for this scale was .84.
Mediating variables were classified as coping resources or coping responses. Two forms of coping resources were examined. Meaning in caregiving was measured via the Meaning in Caregiving Scale developed by Ciuliano et al. (1990) (alpha = 88) . To lessen the response burden of participants, a reduced 12-item version was utilized (Kasten, 1993) asking respondents how much (1 = strongly disagree; 2 = disagree; 3 = agree; 4 = strongly agree) they agreed or disagreed with several statements (see Appendix). Although we used principal components analysis to ensure that the content of the reduced scale was similar to the original scale, we did not use factor scores in our analysis as Ciuliano et al. did. Instead, the present study used one summary score for analysis. This approach reflected our desire to examine caregivers' overall ability to find meaning and positive value in their situation.
Emotional support was measured by a scale (alpha = .91) developed by Pearlin et al. (1990) asking respondents the extent (1 = strongly disagree; 2 = disagree; 3 = agree; 4 = strongly agree) to which they agreed or disagreed with eight statements about the emotional support provided by people in their lives, e.g., "You have at least one friend or relative you can really confide in." In addition, two forms of coping responses -management of meaning and management of distress -were measured using scales developed by Pearlin et al. (1990) . Respondents were asked how often (1 = never; 2 = once in a while; 3 = fairly often; 4 = very often) they engaged in certain ways of thinking about caregiving, for example, keeping one's sense of humor and reminding oneself that the situation could be worse (alpha = .75). Respondents were also asked how often they engaged in management of distress activities such as exercising, spending time alone, or drinking alcohol (alpha = .45).
Statistical Analysis
A staged stepwise multiple regression approach was used regressing each of the five outcome variables on sets of variables (Cohen & Cohen, 1983; Kleinbaum, Kupper, & Muller, 1988) . In the first stage of model building for each outcome variable, the nine background/contextual variables were entered, and variables not contributing significantly to the model were eliminated. In the second stage, the five stressor variables were entered along with those significant background/contextual variables, and insignificant variables were eliminated. In the third stage, the four mediating variables were entered into a model containing the significant background/ contextual and stressor variables, and variables not contributing to the model were eliminated. Using these steps, separate models were developed for each of the five outcome variables, resulting in models containing the "optimal subset" (Cody & Smith, 1991) of explanatory variables for variability in each outcome. The background and stressor variables were entered first in the models because they are considered to be prior in temporal order to the mediating variables (Munro, Visintainer, & Page, 1986) . The order of this procedure allows the examination of meaning in caregiving only after background factors and stressors have been controlled.
Results
Description of Study Participants
Key characteristics of caregivers in this study and the elders in their care can be seen in Table 1 and  Table 2 . Most of the caregivers were female, as were most of the elders. The average age for elders was 88, and caregivers' average age was 62. The majority of the caregivers were offspring and spouses, and slightly over half of the caregivers co-resided with the elder. While most caregivers were not employed, some 40% of them did work outside the home. Regarding the availability of other "secondary" caregivers, on average caregivers reported fewer than two additional caregivers. The samples of elders and caregivers in this study were almost exclusively White. The average annual household income for caregivers fell in the $20,000-$40,000 range. With regard to formal education level, most caregivers had completed over 13 years of schooling. Caregivers had been caring for the elders anywhere from 3 months to over 21 years, with an average duration of over 7 years.
Caregivers' experience of the stressors of caregiving (objective and subjective) can be seen in Tables  2 and 3 . Of a possible eight types of care ("extent of care") performed on the elders' behalf, most caregivers had performed over four of these tasks during the previous month, and had performed care tasks an average of twice per day. Most elders were not cognitively impaired (see Table 2 ), and caregivers reported very few problem behaviors for elders; almost 92% reported no problem behaviors for the previous two weeks. With regard to the sub- Coded as: 1 = <$10,000; 2 = >$10,000-$20,000; 3 = >$20,000-$30,000; 4 = >$30,000-$40,000; 5 = >$40,000-$50,000; 6 = >$50,000.
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jective experience of caregiving as burdensome, the mean overload score was 7.87 (possible range 4-16).
Caregivers' responses regarding the four mediating variables are seen in Table 3 . The average meaning in caregiving score was 37.42 (possible range 12-48), and the mean for emotional support was 26.20 (possible range 8-32). Caregivers frequently utilized management of meaning techniques (such as thinking positively and lowering expectations), but used management of distress techniques (such as spending time alone or exercising) less frequently. Regarding psychological well-being, as shown in Table 3 , the average self-esteem score was 19.69 (possible range 6-24), and the mean for mastery was 19.57 (possible range 7-28). Mean scores for the negative indices of well-being were 5.72 for role captivity (possible range 3-12) and 2.70 for loss of self (possible range 2-8). The mean for the 5-item CES-D scale used was 7.61 (possible range 5-20). Slightly over one third of the sample (34%) reported scores indicating they are at risk of clinical depression, a lower prevalence than reported for many caregiving studies but higher than that reported for the general midlife and elderly population (Schulz, O'Brien, Bookwala, & Fleissner, 1995; Tennstedt, Cafferata, & Sullivan, 1992) . To allow this comparison to be made, the usual cutpoint at which CES-D respondents are considered at-risk (a score of 16 or higher) was adjusted as described by Shrout and Yager (1989) for shortened versions of the scale. "The categories presented here are for descriptive purposes. For analytical purposes, four indicator variables were used: "spouse," "offspring," "other relative," and "non-relative." "Pertains to elders.
Regression Analyses
Correlations between meaning in caregiving and the remaining study variables are reported in Table  4 . Results of the five regression models are displayed in Table 5 . It was hypothesized that meaning in caregiving would explain significant variation in global caregiver well-being, as indicated by depressive symptoms, self-esteem, and mastery, and in role-specific well-being, as reflected in measures of role captivity and loss of self. The specific hypotheses were supported for depression and self-esteem, but not for mastery, role captivity, or loss of self. The final regression model for depression accounted for 43% of the variance in scores (F = 31.55, p < .001) and identified three significant correlates of depression: relationship to the elder, overload, and meaning in caregiving. Spouses reported more depressive symptoms, as did those who experienced little meaning in caregiving and those experiencing more overload. Overload had the strongest association with depression (p < .001) and contributed most to the explained variance (34.1%), followed by spousal relationship (p < .05, contribution .29** -.03 (n = 128)
.10 .09 (n = 128) "Coded as: 0 = female; 1 = male. b Coded as: 0 = not working; 1 = working. *p < .05; **p < .01; ***p < .001.
to R 2 = 6%) and meaning in caregiving (p < .05, contribution to R 2 = 2.9%). The final regression model for self-esteem accounted for 29% of the variance in scores and identified three significant correlates of this measure of well-being: overload, caregiver meaning, and emotional support (F = 16.70, p < .001). Higher selfesteem was reported by those experiencing lower levels of overload, those reporting more meaning in caregiving, and those with more emotional support from friends and family. Emotional support had the strongest association with self-esteem (p < .001) and contributed most to the explained variance (17.3%). Next were overload (p < .01, contribution to R 2 = 8%) and meaning in caregiving (p < .05, contribution to R 2 = 3.3%). Turning to mastery, the final regression model accounted for 37% of the variance in scores and identified three significant factors associated with a sense of mastery: frequency of care provided, overload, and emotional support (F = 24.45, p < .001). Those who reported more of a sense of mastery spent less time providing care, did not describe the care as highly burdensome, and reported more emotional support from others. In this final model, overload had the strongest association with mastery (p < .001) and contributed most to the explained variance (contribution to R 2 = 22%). Next were emotional support (p < .001, contribution to R 2 = 9.8%), and frequency of care (p < .05, contribution to R 2 = 5.3%).
In terms of role captivity, the final regression 
Discussion
This study examined the relationship between meaning in caregiving and psychological well-being after controlling for demographic and stressor variables. As hypothesized, meaning in caregiving was negatively associated with the experience of depressive symptoms and positively associated with self-esteem. For these two aspects of mental health, the ability to hold positive beliefs about the caregiving situation and about the self as caregiver was important even after other factors were taken into consideration. Contrary to the hypotheses, however, caregiver meaning was not related to mastery, role captivity, or loss of self. Framing caregiving as a positive experience had no association with feeling in control of important life events, feeling trapped in an unwanted role, or feeling lost in the role.
Results of this study further our understanding of the conceptual parameters of meaning in caregiving. First, as stated earlier, much existing caregiving research has failed to explore both the cognitive and emotional "faces" of meaning. In this study, meaning in caregiving (or caregivers' sense of having found meaning) was positively related to management of meaning (or caregivers' search for meaning). In other words, the more caregivers looked for meaning, the higher levels of meaning they reported. However, the association between the two was such that they can be seen as conceptually distinct, and only the sense of having found meaning was related to some aspects of well-being. Of course, due to the cross-sectional nature of our analysis, we cannot indicate the direction of causality. We cannot say if a search for meaning results in found meaning or if high levels of meaning predispose people to actively and continually search for it. Possibly there is a reciprocal relationship between the two, as suggested by Giuliano et al. (1990) . Second, meaning in caregiving was not related to overload. Some caregivers who felt that their role was highly burdensome reported gaining meaning from the care they provided, and some burdened caregivers did not. This finding recalls Skaff and Pearlin's (1992) assertion that caregivers' sense of gain and loss were not "opposite points on the same continuum" (p. 659). Third, meaning in caregiving was not related to any of the objective caregiving stressors, that is, extent of care performed, frequency of care, or the elders' cognitive impairment and problem behaviors. Consequently, although meaning in caregiving was conceptualized here as a mediating variable within the model of Pearlin and colleagues (1990) , it cannot formally be considered a mediator due to its lack of relationship with these stressor variables (Baron & Kenny, 1986; Pruchno & Resch, 1989) .
Due to the multivariate design of this study and the stepwise regression analyses used, it is also possible to examine the established belief that actual stressors explain little variance in well-being. In the case of depressive symptoms, differences in scores were explained only by relationship to the elder, meaning in caregiving, and overload. With regard to self-esteem, meaning and overload contributed to the explained variance, as did the emotional support caregivers received from family and friends. Regarding role captivity, only overload was related. For these three indices of well-being, then, objective stressors did not help explain why some caregivers fared better than others. Rather, it was the cognitions and emotions surrounding the objective stressors that were important. However, this pattern did not hold true for mastery or for loss of self. Objective as well as subjective caregiving stressors were related to these aspects of caregiver wellbeing. Differences in mastery scores were explained by the frequency with which care was provided (a "stressor" variable), overload, and emotional support. Loss of self was associated with frequency of care and overload. These findings underscore the value of studying caregiving within a multivariate model, in that each dependent variable was associated with a distinct set of independent variables.
The above comments highlight the importance in this study of Pearlin et al.'s (1990) overload construct, which was related most strongly with, and accounted for most variance in, all of the psychological wellbeing measures except for self-esteem. These results also call into question the treatment of overload as a primary stressor variable (albeit a subjective stressor) as Pearlin and colleagues had intended. Perhaps overload is more an appraisal variable after Lawton et al. (1991) , or maybe it is a mediating variable which serves to weaken the relationship between stressors and outcomes. Clearly, overload is a fertile area for future research and it may also have practical value if caregiver interventions could be developed or adapted to lessen caregivers' sense of being overloaded and overwhelmed by their roles.
It is also intriguing that coping responses -management of meaning and management of distresswere not associated with any of the outcome measures in this study. This finding is certainly at odds with existing caregiving literature (e.g., Haley et al., 1987; Pruchno & Resch, 1989; Stephens et al., 1988) in which specific coping strategies are related to various well-being outcomes. The relative unimportance of coping in this study may be attributed to the particular scales used. With regard to the Management of Meaning scale, Pearlin et al. (1990) identified three distinct factors of managing meaning, yet they reported low alpha-reliabilities for each of the corresponding subscales. In the present study, however, the scale as a whole was used in analysis and exhibited satisfactory internal consistency. Concerning the Management of Distress items, Pearlin et al. (1990) suggested that these items be analyzed separately rather than as a scale, and the low alphas identified here support that claim. It is possible that instruments used in other caregiving research, such as Lazarus and Folkman's Ways of Coping Checklist (Stephens et al., 1988) or the Health and Daily Living Form (Haley et al., 1987) , are more reflective of the multidimensional nature of coping and more stable. Perhaps coping would have more explanatory power through utilization of these scales, yet future research should balance the desire for multidimensionality with Pearlin et al.'s (1990) cautions about the inadequacies of general coping scales for caregiver research.
This study has provided some conceptual clarity vis-a-vis meaning in caregiving, has added to our nascent understanding of why some caregivers fare better psychologically than others, and has suggested additional areas for clinicians and other service providers to explore in their attempts to help caregivers deal more effectively with their roles. However, several important questions remain unanswered. For example, due to the cross-sectional nature of the analysis, we cannot uncover the direction of causality between meaning and well-being, or more generally, between coping and adaptation (Williamson & Schulz, 1993) . Nor can we determine whether finding meaning is a relatively stable personality trait, a coping strategy called up in stressful situations, or a strategy that, over time, becomes a trait (Rook, Dooley, & Catalano, 1991) . However, the finding that a measure of meaning specifically rooted in the caregiving situation is related to wellbeing but not to the objective stressors of caregiving is informative. It suggests that the ability to find meaning and positive value in certain stressful experiences, such as caregiving, may be something that people come into caregiving equipped with and may reflect a more global tendency to find meaning and value in life. It also suggests a potentially important area to be covered in counseling interventions with at-risk caregivers.
One final note about this particular sample of caregivers is in order. In two reviews of the morbidity literature on caregiving, Schulz and his colleagues (Schulz et al., 1995; Schulz, Visintainer, & Williamson, 1990) report that most research on caregiving is conducted with caregivers of people with Alzheimer's disease or other forms of dementia who responded to direct recruitment or were referred by support groups or organizations. Consequently, these studies may overrepresent the more distressed caregivers. The present study involves caregivers linked to a random sample of elders and may provide a more accurate picture of the general caregiver population. However, it is also important to remember that data for this analysis were collected in the final stage of a multi-wave study. While all caregivers had not been with the study since its initial waves, many had been caregivers for a good deal of time, with an average duration of over seven years. It is likely, then, that this final wave of the study consists primarily of "survivors": those who have adapted to caregiving and are able to continue in the role despite the stresses involved. As such, this analysis provides some insight into the adaptation process of these survivors, with important implications for the well-being of caregivers, the elders in their care, and the informal caregiving system as a whole. And while it is sensible that future caregiver interventions and public policymaking focus on distressed or otherwise at-risk caregivers (Kane & Penrod, 1995) , it is likely that these initiatives would benefit from the experiences and strategies of caregivers who have persevered. It would also seem a wise investment to explore ways of ensuring that these caregivers continue to survive, rather than take for granted their lasting involvement in this vital link of the long-term care system.
